New technology means that self-measurement or testing of blood pressure (BP) is potentially available for many people but few data exist on how common it is. A community survey in Birmingham, UK in June 2005 (2931 responders; response rate 54%) of self-testing of BP showed that 9% of a randomly selected population sample had selftested their own BP. Greater public awareness of BP through self-testing has the potential to improve the detection and treatment of BP but this will only be possible if professionals are aware of it.
The advent of accurate automated electric sphygmomanometers means that BP measurement is no longer uniquely the preserve of trained nursing or medical staff. BP measurement has penetrated the high street with pharmacies and other public places offering the service. 1 It is likely that direct marketing of electronic sphygmomanometers to the public has resulted in significant numbers of people self testing BP in the community, but other than market research, we were unable to find data regarding how common self-monitoring is in the UK.
Self-monitoring has the potential to prompt behavioural changes leading to reductions in BP levels with consequent health benefits for patients and reduced levels of health care contact. [2] [3] [4] It may also be a better predictor of cardiovascular events than clinic measurements. 5 Two recent systematic reviews of patient self-monitoring of BP, under the recommendation and guidance of health professionals, have found that BP can be reduced, at least in the short term by around 4/2 mm Hg, 2,3 with similar subsequent results from the only UK randomised controlled trial (RCT) of self-monitoring. 4 However, community surveys suggest that many people with hypertension remain undiagnosed and so increased self-testing of BP could lead to increased demand for care following self-diagnosis and without informed interpretation of results, may increase anxiety. 6 Where self-monitoring is concealed, it may affect the professional-patient relationship: some patients are reluctant to discuss selfcare strategies with their doctors 7 and evidence from the UK RCT suggested that only around half of those in the self-monitoring arm of the study shared their BP results with their general practitioner (GP) (McManus et al., data on file).
Following ethical and RM&G approval, four general practices in Birmingham were recruited to a study that aimed to determine the extent of self-testing. People, whom the GP deemed inappropriate to approach, for example because of recent bereavement, severe or terminal illness or individual frailty, were excluded (n ¼ 393 (6.6%)). Starting in June 2005, questionnaires and prepaid envelopes were sent to 5545 people aged over 18 years selected randomly from those registered with the participating practices. The questionnaire defined self-testing as testing that was undertaken without the involvement of a doctor or a nurse. It asked whether the respondent had used a self test for BP measurement or would use such a test in the future. Respondents were also asked about 12 other specified types of self-testing (for example diabetes, cholesterol, cancer screening (bowel, prostate)). Differences between those using and not using self-tests were explored using the w 2 -test apart from age for which a t-test was used. Prevalence rates were directly standardised to the England population. The predictors of self-test use were investigated using forward stepwise logistic regression.
One hundred and thirty-three questionnaires were returned because they were undeliverable. From the remaining 5412 people, 2925 completed questionnaires were received with a further 207 returned blank, giving a return rate of 58% and a response rate of 54%. Respondents were more likely to be women (55%) and most were of white ethnicity (92%).
Two hundred and seventy-six (9% crude prevalence) reported using a BP self-test. Standardised rates of self-testing were 8.3 and 7.8% in women and men respectively. Characteristics of those measuring their own BP are shown in Table 1 . The mean age of those people who had self-monitored was 58 years compared to 53 in those who had not self-monitored with peak-reported use between ages 55 and 64 years. People measuring their own BP were more likely to have a university or higher degree (26 vs 18%, Po0.01) and were more likely to be retired (40 vs 32%, Po0.05) than those who did not. They were less likely to smoke (13 vs 20%, Po0.01) than those who had not measured their own BP but more likely to have a long-term illness (37 vs 27%, Po0.001).
People who had self-monitored their own BP were also more likely to have used other self-tests: for example 28/276 (10%) of those who self-tested BP also self-tested cholesterol and 68/276 (25%) had self-tested for glucose compared to 28/2649 (1%) and 157/2649 (6%) respectively of those who had not self-tested for BP. Approximately half (50.2%) of all respondents reported that they would consider selftesting BP in the future. Logistic regression confirmed the significant factors predicting BP self-test use to be increasing age (Po0.0001), female gender (Po0.0001), having a university degree (Po0.05) and living in a more affluent area (Po0.05).
This study has shown that almost 10% of the adult population report using a self-test for BP, without the involvement of a health professional, and that 50% would consider using a self-test in the future. Those people engaging in self-testing of BP were more likely to have self-tested for other modalities including glucose and cholesterol, were older, more likely to suffer from a chronic disease and more likely to be retired than those not monitoring.
This was a postal survey with a response rate of 54% and was undertaken in one area of the country, namely Birmingham. In any survey, there is a danger that responders are different from the rest of the population and non-responders may have selfmonitored more or less frequently than responders. Comparison of the study population as a whole with census data for the West Midlands suggests that respondents were older (census 41.6%, study population 53.1%) and probably as a consequence overrepresented women (census: 51%; study: 55%) but included similar proportions of people describing themselves as having white ethnicity (census 91, study 92%). Standardised rates were therefore calculated to allow for the response bias.
Data from the Quality and Outcomes Framework of the new General Practice Contract show that around 12% of the adult population have been labelled as hypertensive by their general practitioner. 8 The current study did not differentiate between hypertensive and normotensive individuals and so it is not clear to what extent the selfmonitoring and hypertensive populations overlap, but studies from Europe suggest that those with hypertension, self-monitor more commonly. 9, 10 The results show only a slightly higher prevalence of self-monitoring than previously described in a study in the United States (Minnesota) in 1987 which is interesting given the improvements in technology and ease of measurement over the last 20 years.
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This may reflect differences between the United Kingdom and United States, or in the precise form of question asked but also reflects our intention to establish the prevalence of self-testing that had not been initiated by a health professional.
In contrast to other new technologies such as basic computer skills where older people are in the lowest group of users, self-testing of BP had peak penetrance in middle-aged and older people. 12 This is presumably a function of the increased prevalence of chronic disease and therefore awareness of high BP amongst older populations. 6 Self-monitoring of BP has a number of potential benefits. As well as better control of BP, white coat hypertension can be detected. 13 People with hypertension rate self-monitoring highly, particularly at home, in comparison with professional monitoring, and it appears from the current study that they are taking matters into their own hands. 4, 14 This is despite the fact that BP monitors are not available on the NHS and cost at least d40 ($95, h74) for a validated upper arm model. 15 Users of self-monitoring in this survey were less likely to be in employment, mostly because they were retired, but were more likely to have received a university education.
However, the use of self-monitoring without the involvement of medical or nursing staff leads to several important issues. To measure BP accurately, validated and calibrated electronic sphygmomanometers are required. Periodic calibration is rarely offered to the general public and Hahns' 11 work found that a proportion of machines in use in the Excludes people who said they were retired but also had paid employment.
Research Letter community were very inaccurate. Instructions for electronic sphygmomanometers should include advice regarding calibration, method of use, diagnostic and treatment targets. To gain maximum benefit, self-testing of BP should take place within a partnership between patients and professionals. Practices could purchase machines and share them between patients, a model that has been successfully trialed. 4 Patients could report home readings, which would be incorporated into the clinical record. Professional staff could be trained in the integration of self-testing into daily practice including the interpretation of multiple BP readings.
In summary, this work has shown that BP selftesting without the involvement of a doctor or nurse is now undertaken by an appreciable minority of the general population. This provides a great opportunity for renewed collaboration between professionals and their patients, but further work is required to establish the most appropriate ways of achieving this.
